The key to a successful immunisation programme lies in ensuring a high degree of compliance in children of preschool age. During the first two years of life, the child immunisation schedule recommended in New South Wales specifies that triple antigen and Sabin oral polio vaccine should be given at 2, 4, and 6 months of age, measles-mumps vaccine at 15 months of age, and a booster of triple antigen at 18 months of age.' From July 1989 measles-mumps vaccine was replaced by measles-mumps-rubella vaccine.2 In the United States, where school aged children are reported to have a compliance of greater than 95% with routine immunisation,3 appreciable numbers of cases of measles4 5 and mumps6 do still occur in children below school age. Many of the cases described in these reports were in children over 16 months of age who had missed being vaccinated against measles and mumps. To prevent this happening, those providing health care need to use all opportunities to ensure that their patients are appropriately immunised.9
Paediatric authorities in both Great Britain'" and the United States" have therefore strongly recommended that every hospital admission should be used as an opportunity to determine the child's immunisation state, and to correct any deficiency found. This presupposes that each child's immunisation state is known by parent or provider, or both. The retrieval of this information accurately, however, is not without its difficulties.
Parental recall is fallible,'2 so that a form of documentation is required that is acceptable to, and will be used appropriately by, both parents and health providers. Partly to solve this problem, the personal health record booklet was designed by the New South Wales Department of Health in conjunction with the Royal Australian College of General Practitioners as a health record to be held by parents. Since the beginning of 1988 Of 154 survey forms on which a Sydney telephone number had been recorded, it was possible to contact the parents of 111 children. Of the remainder, 30 children (19%) were no longer living at the address given, or the telephone number was unobtainable, and the parents of eight children kept no records and could not name the providers; parents of five were uncooperative. Verified data were available for all 111 children. There were 48 (43%) girls and 63 boys, mean age 11 -2 months. Based on documented immunisation data, 101 (9%) had received all required first year doses of triple antigen, and of 21 children old enough to have also received the 18 month booster injection, 13 had received this dose as triple antigen, and two as combined diphtheria-tetanus vaccine. In accordance with the recommended schedule (which specifies four doses of triple antigen in the first two years) 93 (84%) of the 111 children were appropriately immunised for age with triple antigen, and a further seven (6%) had received some doses as combined diphtheria-tetanus. One hundred and six children (95%) had received the correct number of doses of oral polio vaccine for age, and 26 (79%) of the 33 children aged 16 months or older had been vaccinated with measles-mumps/measlesmumps-rubella.
When verified data were compared with the information initially recorded on the survey form, 106 children were documented to have been given three injections (triple antigen/ combined diphtheria-tetanus, or both) in the first year, but this had been initially recalled in only 95 children. This difference between verified and recalled data is significant (x2=5 3, p<005). When oral polio vaccine doses were analysed in a similar fashion, 106 children were documented to have received three doses, whereas parents had recalled it in only 86; this difference is highly significant (X2= 139, p<0-001). To test the hypothesis that mothers of younger children would more accurately recall immunisations than mothers of older children, we carried out the same comparisons for the 69 children aged 12 months or less. In this group, 64 were documented to have received all required injections of triple antigen or combined diphtheria-tetanus, compared with parental recall in 62; this was not significant. When oral polio vaccine doses were analysed, however, a significant difference was still found between the 64 children documented to have received all required doses and the 54 initially said to have received all required doses (X2=4-7, p<005). There was no difference between documented and recalled data for the measlesmumps/measles-mumps-rubella and 18 month booster vaccinations. INPATIENT 
SURVEY
Mothers of 204 children in hospital were inter- The casualty survey also emphasised several difficulties found in assessing immunisation reliably in this age group. There was a high incidence of mobility: 19% of families could not be contacted six to nine months after the survey forms were first completed. Basser, in an immunisation survey conducted in the southern metropolitan region of Sydney, found that roughly 13% of families with 18 month old children moved house annually. 9 It may be suggested that the rates of immunisation reported in the casualty survey were falsely increased because mobile families with lower compliance could not be contacted, and thus were removed from the final analysis. This selection process did not occur during the inpatient survey. In the same study Basser found that children of mobile families had an 88% compliance with the 18 month booster vaccination, compared with 92% for children from families that had not moved house, so that this factor alone is unlikely to explain the difference in immunisation compliance between our inpatient and outpatient populations.'9
A further difficulty concerns the accuracy of collected data when it is based on the parents' recollection, a problem previously pointed out by Menser et al. 12 Analysis of the casualty survey showed that there was a significant difference between the child's immunisation state as recalled by the mother and that documented in written records. This applied to doses received during the first year of life, and inaccuracy was particularly noted in the mothers' recollections that fewer oral polio vaccine doses had been given than was actually so.
The inpatient survey showed inadequate compliance with all scheduled immunisations among children in hospital. Of this population, 86% were appropriately immunised for age with oral polio vaccine, 81% with measles-mumps, and 71% with triple antigen. Only 66% were fully immunisation for age in accordance with the schedule. These results are in direct contrast to those of recent population based studies of children of similar age. Two year old children born in the Penrith and Hawkesbury areas had uptakes of triple antigen and oral polio vaccine of 94%, and of measles-mumps vaccine of 95%,20 and 92% of children aged [8] [9] [10] [11] months born in Camden were fully immunised with triple antigen and oral polio vaccine.2' In neither of these studies, however, were data verified against reliable records. On the other hand, the present study may be compared with a report from a children's hospital in the United States, in which inpatient medical records were examined retrospectively to determine the immunisation state of children in hospital as recorded by the junior medical staff. Of the 85 records in which it was noted, 66 (78%) reported that the children were fully immunised for age.22
The current study showed a high degree of inaccuracy in the medical documentation of immunisation in the notes of children in hospital. In 24% of all records the immunisations were either wrongly recorded, or not recorded at all. Moreover, this figure rose to 35% when only the records of children known to have incomplete immunisations were considered. Thus in the population studied it would not have been possible for medical staff to attempt to correct immunisation defects in one third of children, as this portion of the group would have remained unidentified. In comparison, the retrospective study from the United States found that in 19% of medical notes there 22 was no record of immunisation.
Ideally, the admission to hospital of a young child should give an opportunity to medical staff to determine accurately the child's immunisations, and to make a plan to correct any inadequacies, as most of these children are unlikely to have specific medical contraindications to immunisation.22 Such a plan might take the form of immunisation in hospital before discharge, referral to an immunisation clinic, or an annotation in the discharge summary requesting the family doctor to deal with the problem. The components of the required infrastructure are available; with few exceptions, every child admitted to hospital had a personal health record available, but it was brought into hospital in fewer than half of all admissions. Parents and providers of health care need to be educated regarding its optimal use. Parents must be reminded to take the personal health record to every health related contact, and to take it with the child at each admission to hospital. Health providers in the community must be strongly encouraged to make an entry in the personal health record at each of the child's visits. Finally, hospital staff looking after the child need to be educated to ask to see the personal health record at the time of the child's admission, and, if the personal health record indicates a need, to make a plan for the child's further immunisation. Only in this way can admission to hospital be used to detect and improve the current, poor immunisation records of young children in hospital. 
Forty years ago
Giardia lamblia infestation A study of the incidence of Giardia lamblia infestation was carried out at a residential nursery with accommodation for 30 mothers and 156 children under the age of 3 years.' On admission cysts of giardia were found in 27% of the children over the age of 1 year and the incidence was higher in those who had previously been in a nursery than in those who had not. Stools were loose in 8% of children on admission, but of those who had been resident for three months or more 25% had loose stools and 80% were positive for giardia. Only 4% of the mothers and nurses were positive.
Children with giardia who were treated with mepacrine showed a marked decrease in the incidence of loose stools and a greater gain in weight than untreated controls. Giardia cysts were completely eliminated from the stools after a few days of treatment. In a sample of 14 infants with giardia the faecal fat excretion on a normal fat intake was not above normal.
Tonsillectomy
In the immediate postwar years some 200 000 tonsillectomies a year were being performed in this country.2 In many hospitals this operation was the commonest reason for the admission of children to hospital.
In England and Wales in the three years preceding the war 16% of children in state schools had had their tonsils removed by the age of 13 , compared with 83% of boys of that age entering Eton. In Kent County Council schools the overall incidence of tonsillectomy was 16% but in the local districts it ranged from 1% in Deal to 42% in Tunbridge Wells.
The indications for tonsillectomy listed in textbooks at the time included every possible symptom arising from the upper respiratory tract as well as some more remote conditions such as rheumatic fever, asthma, glomerulonephritis, anorexia, and sleep disorders. Are we finally agreed on the indications for tonsillectomy 40 years later?
Studies in neonates Part 4 of Drillien's series of studies of premature babies born at the Simpson Memorial Pavilion, Edinburgh in the 1940s included reports on breast feeding and neonatal infection. 3 Of 100 premature babies 44% were fully breast fed for more than one month and 36% for more than three months. For mature control babies the comparable figures were 67% and 48%. Some 24% of the premature babies weighed under 2000 g at birth and three quarters of these were never breast fed.
In the first 10 days of life the commonest infections were skin and eye infections due to Staphylococcus aureus, thrush, and gastroenteritis. The infection rate in relation to birth weight was: 31% under 3-5 lb (1600 g), 14% between 3 5 lb (1600g) and 4 5 lb (2000 g), 10% between 4-5 lb (2000 g) and 5-5 lb (2500 g), and 6% in those over 5 5 lb (2500 g).
In a maternity hospital in Belfast, where the average stay for mothers and babies in 1946 was 10-3 days, over 80% of neonatal infections were due to S aureus. 4 At the Queen Elizabeth Hospital for Children, London, cultures from 11 of 15 neonates admitted with septicaemia in 1946 grew S aureus.5 One baby had septic arthritis and two had osteomyelitis of the maxilla; seven died. in hospital patients. 
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